A 2013 survey of Indiana local health departments (LHDs) measured accreditation activity and progress. Reported activities were categorized using the Public Health Accreditation Board's (PHAB's) accreditation steps as a guiding framework and matched with selected sociodemographic, organizational, and technical assistance variables. Findings indicated that 42 (59.2%) of responding Indiana LHDs reported pursuing accreditation. Of LHDs pursuing accreditation, 21 were at the initial introductory step, 18 were at the prerequisite step, one reported submitting an application to PHAB, and two reported no activity, yet intent to pursue accreditation. Reported receipt of technical assistance was associated with accreditation progress (p50.01) and, specifically, with being at the prerequisite step. Facilitating the pursuit of LHD accreditation in states with low public health investment is possible with targeted accreditation resources. Finding meaningful measures of accreditation progress will help advance the study of factors associated with LHD accreditation on a broad scale and for the long term.
As public health accreditation emerges, recognition of its structural and policy importance is growing. 1, 2 As of April 25, 2015, 320 health departments were actively engaged in the process of accreditation. Twenty-six states had accredited health departments, most of which were local (52 local health departments [LHDs] vs. eight state health departments). 3 These accredited health departments varied considerably in terms of geography, politics, and public health investment; however, many were early participants in the various learning collaboratives and communities with targeted accreditation funding through initiatives such as the Robert Wood Johnson Foundation's Community of Practice and Public Health Improvement and the Centers for Disease Control and Prevention's (CDC's) National Public Health Improvement Initiative. [4] [5] [6] Several reported studies of accreditation have focused on states that have relatively strong public health systems and have made targeted accreditationrelated investments. [7] [8] [9] [10] Understanding the progress of accreditation nationally will require not only the development of solid measures, but also studies conducted in states that have minimal public health investment so that a more comprehensive national picture can emerge for policy and evaluation discourse.
Indiana is an example of a low public health investment state. The state per capita public health investment is $13.08 (ranked 44th in the nation), and Indiana is last among states for federal per capita investments from CDC (ranked 50th) and the Health Resources and Services Administration (ranked 47th). 11 This investment picture has not changed appreciably in the last five years. Indiana received a small amount of targeted technical assistance funding for accreditation about 5-7 years ago as one of the early learning collaborative states. 4, 12 This funding supported assessment, quality improvement, and technical assistance to LHDs.
The objectives of this study were to (1) identify accreditation pursuit and progress among Indiana health departments, (2) explore a framework for measuring accreditation progress, and (3) associate reported accreditation progress with sociodemographic, organizational, and technical assistance variables.
METHODS
A cross-sectional observational study of Indiana LHDs sought to measure accreditation pursuit and progress by categorizing reported accreditation activities. We collected data through an online survey of all 93 LHDs from June 28 through November 22, 2013. Survey questions gathered information about the intent to pursue accreditation, current preparation toward accreditation, estimated time to apply for accreditation, and technical assistance received and still needed.
We used county health and socioeconomic data from secondary sources to explore associations among accreditation activity, progress, and local county characteristics. Characteristics included Census designation, the number and presence of Federally Qualified Health Centers (FQHCs) 13 and federally designated Rural Health Clinics (RHCs), percentage of population rating health fair or poor, socioeconomic status rank, percentage of county population uninsured, median household income, mortality ranking, and health factors ranking. 14 We used the 2011 Public Health Accreditation Board (PHAB) framework, listing steps toward accreditation as a guide for categorizing reported accreditation activities. 15 Categories of steps were created as follows: (1) not pursuing accreditation, (2) initial steps toward accreditation, (3) prerequisite step, (4) organizational assessment, and (5) application step. The pre-application step was subdivided into a prerequisite step and organizational assessment step based on the assumption that many LHDs would be at different points in the pre-application process. While the steps were not chronological, it was recognized that these activities were discrete. We coded reported accreditation-related activities using the aforementioned categories for each jurisdiction. The study team reviewed the categorization and sought verification with members of the Indiana Accreditation Partnership, a coalition of technical assistance providers and LHDs convened by the Indiana Public Health Association.
Reported year estimates for application submission were quantified as years from the current date and were used to compare with reported progress to assess whether or not jurisdictions were realistic about preparation timing based on the available literature about timing to application. This methodology allowed the examination of bivariate associations between current progress and estimated time to application.
We then examined bivariate associations between reported accreditation intent and progress variables and covariates of county and resource characteristics (e.g., reported technical assistance). Chi-square, Fisher's exact, and analysis of variance tests were conducted as appropriate and reported at the p,0.05 level.
RESULTS
Of Indiana's 93 LHDs, a total of 71 LHDs responded to the survey request, for a response rate of 76%. Respondents included one city health department and one LHD covering two counties. The sample also included five counties from a six-county multijurisdictional accreditation planning partnership, although we treated participating respondents as separate accreditation units because it was unclear if the partnership would eventually evolve into a multijurisdictional accreditation applicant.
Nearly half of the sample (n=33, 47%) served primarily rural counties, 21 LHDs served communities that were a mix of micropolitan (10,000-50,000 population) and rural populations, seven LHDs served primarily metropolitan communities ($50,000 population), and 10 LHDs served primarily micropolitan communities. Participating LHDs represented every region of the state. We compared the sample counties with all counties in Indiana on key characteristics of population health and economic conditions affecting health (i.e., percentage of adults reporting fair or poor health, percentage uninsured, and percentage unemployed) and two indicators of publicly funded primary health-care access (i.e., FQHCs and RHCs). Selected characteristics of participating LHDs reflected those of the state as a whole (Table 1) .
More than half of responding LHDs (n542, 59%) reported that they were pursuing LHD accreditation (Figure) . Among the 42 departments pursuing accreditation, 11 intended to apply by the end of 2015, 23 were uncertain, six reported intentions to apply by the end of 2014, and two reported intentions not to apply for at least four years. There were no statistically significant differences between health departments that reported pursuing accreditation and those that did not in terms of characteristics measured ( Table 2) .
Two-thirds (26/42, 62%) of LHDs seeking accreditation reported not receiving technical assistance specifically for accreditation. This notwithstanding reported pursuit of accreditation was associated with receiving accreditation-specific technical assistance, and accredi-tation progress was associated with receipt of technical assistance from specific providers (Table 3) .
When analyzing accreditation progress among the 42 health departments that reported pursuing accreditation, 21 LHDs appeared to be at the initial step of gathering more information about accreditation, reviewing PHAB guidelines, and discussing accreditation with their staffs; and 18 were categorized as being at the prerequisite step or in the process of completing one or more of the requirements for accreditation (i.e., community health assessment, community health improvement plan, and strategic plan). One LHD reported submitting its accreditation application, and two reported no activity yet intent to pursue accreditation. The accreditation categories were highly correlated with the intended timeline for application (χ 2 545.1, p50.001), suggesting that LHDs appeared realistic about their progress through the accreditation process. 16 Of those 18 LHDs at the prerequisite step, six were in the midst of the step and actively completing one or more of the component requirements. One health department had already completed the requirements but had not progressed further.
DISCUSSION
Survey findings from this study indicate that even in a state with low per capita public health investment, opportunities to facilitate accreditation exist. More than half of the LHDs were not only thinking about accreditation, but were indeed pursuing it.
One key factor appeared to be technical assistance, as findings indicated that accreditation-specific technical assistance was statistically associated with progress. This finding reflects what has been noted elsewhere 7, 17, 18 and echoes what Thielen and colleagues identified as critical investments needed by governmental public health agencies throughout the system. 19 Thus, even in 
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states struggling for system-wide public health investment, it is possible to incubate initial accreditation progress. The question of whether or not Indiana can maintain progress remains. As Indiana considers establishing a goal that 50% of LHDs would reach the application stage in three years, accreditation partners (e.g., the state department of health, county governments, accreditation technical assistance providers, and the statewide public health association) will have to increase accreditation-specific investments. In this survey, only one Indiana LHD reported actually applying for accreditation. To achieve such a goal would require all 42 accreditation-pursuing LHDs to reach the application stage, plus an additional four to report such progress.
Limitations
This study was subject to several limitations. Technical assistance measures were dichotomous; therefore, they were limited in terms of what could be understood. Future studies should measure the level of funding and the type of assistance provided to more clearly understand the degree to which technical assistance serves as a facilitator of accreditation progress.
Additionally, the PHAB framework used to guide accreditation progress was not as helpful as initially thought. Understanding accreditation progress might be facilitated by a framework, such as suggested here; however, this approach may in fact lump several activities together that occur at various times and in nonlinear fashion. Future attempts to measure accreditation progress will need to evolve to allow more meaningful categories. Pursuing a means to categorize accreditation progress, while methodologically challenging, might have value to practitioners.
CONCLUSION
As we seek strong indicators to measure progress and to predict the successful completion of accreditation, it is important to remember that the timing of such work may be preliminary given the implementation and adoption of national accreditation. Studies should reevaluate these measures over time to determine their strength as indicators that make intuitive sense. Facilitating the pursuit of LHD accreditation in states with low public health investment is possible with targeted accreditation resources, at least in the short term. Finding meaningful measures of accreditation progress will help advance the study of factors associated with LHD accreditation on a broad scale and for the long term and will deepen our knowledge about leverage points for facilitating change throughout our systems.
